We have not dismissed the use of V/Q scanning or pulmonary angiography as they suggest and it is our practice to use these techniques in addition to ECG and echocardiography in appropriate clinical situations to establish a diagnosis of pulmonary thromboembolism. We think that the ECG and echocardiogram is helpful and possibly more sensitive than current 'gold standards' but there have been no prospective studies comparing these techniques with V/Q scanning and pulmonary angiography in children to confirm this. Without this information, we were unable to make recommendations regarding the place of any of these tests in routine investigation of such cases. We suggest that Dollery et al should also await results of prospective comparative studies before pronouncing judgment on our observations.
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We agree that ECG and echocardiographic diagnosis of pulmonary thromboembolism requires further validation in children and Dollery et al will find this clearly stated in our paper. We did use age appropriate paediatric reference values for the analysis of ECGs and echocardiograms and again, this is stated in the methods. Use of adult normal values would have been inappropriate. Until prospective data are available, we believe that clinicians may well find information from these readily available, non-invasive investigations helpful.
We had hoped to stimulate interest in the prevention of pulmonary embolism in parenteral nutrition dependent children with small bowel failure, which is a goal we share with Glare Dollery and her colleagues.9
Persistent nocturnal cough in childhood: a population based study EDrrOR,-The study by Ninan et al accepts that 'it is now well established that in some cases isolated persistent cough may be the sole presenting manifestation of asthma'.' This is a fact proved in two studies that the article refers to.2 3 However, at the same time Ninan et al try to discount isolated persistent nocturnal cough as a marker of asthma.
Asthma is a chronic health condition and this has been defined as a condition that has been present for at least three months.4 Consequently those children with persistent nocturnal cough should have been defined as those who have had symptoms for at least three months and not four weeks.
The second problem is relying on the parents' history of persistent nocturnal cough. This is simply unreliable in our experience and has been proved in the small study by Falconer et al.5 This means that the reported persistent nocturnal cough is underestimated and inevitably has biased the results.
As it has been suggested the diagnosis of asthma is easier when cough is associated with wheeze, shortness of breath and tightness in the chest, although, in fact, none 
